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The  National  Health  Observatory  (ONS)  of  the  National  Insti-
tute  of  Health  in  Colombia  (INS)  in  its  Bulletin  #  1  of
December  9,  2013,  states  that  cardiovascular  diseases  are
the  leading  cause  of  death  in  the  country.  In  the  period
1998--2011,  628  630  deaths  from  cardiovascular  disease  were
reported,  corresponding  to  23.5%  of  all  deaths  in  Colombia.
Of  the  deaths  attributed  to  the  group  of  selected  cardio-
vascular  disease,  56.3%  were  due  to  ischemic  heart  disease,
30.6%  to  cerebrovascular  disease,  12.4%  to  hypertensive  dis-
ease  and  0.5%  to  chronic  rheumatic  heart  disease.1 Despite
these  ﬁgures  and  the  known  social  and  economic  impact
generated  by  these  diseases,  no  adequate  attention  to  cere-
brovascular  diseases  is  provided,  a  concern  that  should  not
be  neglected  and  that  implies  a  successful  intervention  from
different  medical  specialties,  as  well  as  an  implementation
of  strategies  to  improve  the  load  generated  by  them.
A  recent  article  published  in  The  Lancet,2 presents
the  study  of  regional  and  global  burden  of  stroke  during
1990--2010,  in  which  is  shown  how  its  incidence  increased
by  12%  in  countries  with  middle  and  low  income,  while  in
those  with  high  income  it  decreased  by  the  same  percent-
age.  Likewise,  the  absolute  number  of  people  with  a  ﬁrstDOI of original article: http://dx.doi.org/10.1016/j.rccar.2015.
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ife  years  (DALYs)  were  higher  and  have  been  increasing
igniﬁcantly  since  1990  in  countries  with  middle  and  low
ncome.  Similarly,  the  authors  of  this  study  show  how  the
umber  of  DALYs  lost  in  people  less  than  75  years  in  middle
nd  low  income  countries  exceeded  more  than  ﬁve  times
hat  of  high-income  countries  being  twice  in  the  elderly  over
5  years.  Thus,  studies  have  established  that  stroke  is  the
eading  cause  of  neurological  disability  in  adults,3 and  that
he  poor  level  of  ﬁtness,  including  a  low  functional  capac-
ty  are  the  factors  limiting  patients  to  make  their  daily  life
ctivities  and  impact  the  risk  of  a new  episode  and  increase
ortality  from  this  cause.  Patients  after  stroke  for  more
han  6  months  have  a  55--75%  of  the  functional  capacity
xpected  for  a  healthy  person  of  the  same  gender,  age  and
hysical  condition.  This  decrease  in  functional  capacity  has
egative  effects  on  mobility  and  resistance  to  fatigue,  and
urther  worsens  its  functional  performance  and  indepen-
ence,  leading  to  greater  restriction  of  their  participation
n  the  community.4
Similarly,  it  is  known  that  about  75%  of  stroke  patients
ave  heart  disease  sharing  the  same  risk  factors.  For
xample,  it  is  known  that  diabetes  mellitus  is  a  strong  inde-
endent  predictor  of  this  condition  in  the  ﬁrst  year  after transitory  ischemic  attack  (TIA),  with  substantial  higher
troke  rate  recurrence.5
On  the  other  hand,  physical  inactivity  and  increased  waist
ircumference  are  independent  factors  for  primary  stroke,
ascular. Published by Elsevier España, S.L.U. This is an open access
nses/by-nc-nd/4.0/).
ea
a
f
c
r
b
i
w
s
u
g
i
d
f
d
t
t
o
i
e
i
o
l
i
r
t
i
h
r
m
t
r
t
i
c
s
a
l
t
a
r
d
a
p
a
t
t
c
i
r
a
a
a
i
i
a
c
s
u
p
e
o
i
i
o
p
q
t
t
p
c
c
t
t
a
w
s
b
p
o
t
o
o
R4  
nd  in  regard  to  smoking  which  has  causal  relation  with
therosclerosis,  it  is  a  factor  of  major  and  independent  risk
or  a  new  cerebrovascular  event.6 In  addition,  cardiovas-
ular  disease  is  the  major  factor  that  limits  the  successful
esults  in  rehabilitation  after  a  stroke.
This  demonstrates  the  existence  of  a  close  relationship
etween  coronary  heart  disease  and  cerebrovascular  event
n  terms  of  etiology,  associated  diseases,  and  risk  factors
hich  in  turn  suggests  that  strategies  that  have  been  used
uccessfully  for  the  treatment  of  coronary  disease  may  be
seful  for  the  management  of  this  condition.
Hence  the  interest  to  draw  attention  to  the  health
roup  that  cares  for  patients  with  cardiovascular  disease,
n  initiating  the  implementation  of  the  prevention  and  car-
iac  rehabilitation  programs  for  stroke  patients  traditionally
ocused  on  education,  exercise  and  the  intervention  of  car-
iovascular  risk  factors.
The  cardiovascular  and  respiratory  training  provided  by
hese  programs  reduces  fatigue,  incidence  of  falls  and  frac-
ures,  while  providing  better  compensation  of  energy  cost
f  hemiparetic  gait.7 Similarly,  reduces  disability  by  its
mpact  on  mobility,  body  balance  and  balance,  among  oth-
rs.  Patients  with  this  type  of  training  improve  functional
ndependence,  their  perceived  quality  of  life  and  mood.8
Different  systematic  reviews  show  a  signiﬁcant  reduction
f  risk  factors  such  as  blood  pressure,  obesity,  diabetes  mel-
itus  and  coronary  heart  disease  mortality,  and  a  signiﬁcant
mprovement  in  depression  in  patients  attending  cardiac
ehabilitation  programs.9
For  the  interdisciplinary  health  team  in  charge  of  the
reatment  of  these  patients,  it  is  relevant  to  achieve  their
ntegration  into  their  daily  life.  Therefore,  various  studies
ave  shown  how  patients  admitted  to  prevention  and  cardiac
ehabilitation  programs  have  signiﬁcant  clinical  improve-
ent  in  participation  in  activities  of  daily  living  perceived
hrough  the  stroke  impact  scale.  This  participation,  which
esults  in  community  integration,  is  the  main  predictor  of
he  overall  recovery  of  a  disabled  person.
The  American  Heart  Association  offers  a  program  that
ncludes  cardiovascular  training  and  education  to  improve
ardiovascular  risk  factors  and  recommends  its  use  for  stroke
urvivors  as  part  of  a  program  to  reduce  cardiovascular  risk
nd  a  new  cerebrovascular  event.
Different  quantitative  models  have  concluded  that  at
east  80%  of  recurrent  vascular  events  after  stroke  or  ini-
ial  transient  ischemic  attack  can  be  prevented  through
 multifactorial  strategy.10 Thus,  cardiac  prevention  and
ehabilitation  programs  offer  an  opportunity  to  reduce  car-
iovascular  risk,  mortality  and  recurrence  of  stroke  and  have
lso  shown  to  improve  the  perceived  quality  of  life  due  to
rovided  components  of  exercise  and  education.11
In  high-income  countries,  the  competent  health  services
nd  strategies  for  prevention  and  care  of  stroke  (modiﬁca-
ion  of  cardiovascular  risk  factors,  acute  stroke  units)  are
he  best  indicators  to  reduce  the  incidence  of  cerebrovas-
ular  events,  mortality  and  DALYs,  contrary  to  what  happens
n  countries  with  medium  and  low  income  as  Colombia.
The  reduction  in  prevalence,  modiﬁcation  and  control  of
isk  factors,  and  accessibility  to  health  services,  including
cute  care  units,  rehabilitation  and  secondary  prevention
re  the  factors  that  make  a  difference  in  the  burden  gener-
ted  by  this  disease  in  the  different  countries.M.  Rincón
There  is  a  worrying  trend  of  increasing  incidence  of  stroke
n  young  adults  due  to  the  global  increase  in  diabetes  and  the
ncreasing  prevalence  of  other  cardiovascular  risk  factors  in
ll  population  groups,  especially  in  low-  and  middle-income
ountries.  It  is  likely  that  the  change  in  the  burden  of
troke  in  younger  populations  continue  all  over  the  world
nless  preventive  strategies  be  established,  among  which
revention  and  cardiac  rehabilitation  programs  cannot  be
xcluded.
Therefore,  the  current  proposal  is  to  consider  the  model
f  cardiac  rehabilitation  as  a  secondary  prevention  strategy
n  stroke  care  because  it  has  shown  a  signiﬁcant  positive
mpact  in  reducing  morbidity  and  mortality,  by  achieving  one
f  the  most  important  objectives  in  the  treatment  of  these
atients:  the  marked  improvement  in  the  perception  of  their
uality  of  life.12
This  can  be  achieved  by  being  aware  of  the  existence  of
his  strategy  and  its  implementation.  I  therefore  consider
hat  the  key  challenge  is  to  create  well  trained  interdisci-
linary  health  teams,  able  to  treat  people  with  physical,
ommunicative,  sensory,  cognitive  disability  and  cardiovas-
ular  involvement.13
The  cost  generated  by  disability  from  stroke  has  implica-
ions  at  different  levels;  it’s  not  just  the  economic  cost  but
he  emotional,  social  and  family  cost;  hence  our  duty  to  ﬁnd
nd  make  use  of  the  tools  available  to  achieve  that  people
ith  disabilities  may  be  again  incorporated  in  the  best  pos-
ible  conditions  to  all  activities  in  which  they  participated
efore  suffering  the  event.
As  we  have  this  intervention  in  our  environment  and  our
atients  deserve  it,  it  is  necessary  that  all  the  professionals
f  the  health  team  bear  in  mind  the  referral  of  these  patients
o  prevention  and  cardiac  rehabilitation  programs  as  part
f  their  treatment.  Let  us  not  leave  aside  this  important
pportunity.
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